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Working With Clients Who Self-Injure:
Providing Alternatives
Kelly L Wester and Heather C.Trepal
The topic of self-injurious behavior (SIB) has been gaining widespread attention. Although college
counselors engage in various types of treatments in order to uncover the underlying reasons for a
client's SIB, there is another step in treatment that might be helpful to clients who self-injure.This step
involves alternatives to self-injury. The authors provide various alternatives to self-injury and discuss
matching the alternative to the function and type of SIB.
Tihe topic of self-injurious behavior (SIB) has been gaining widespreadattention in the mainstream culture (Favazza, 1998) and professionalliterature (Zila & Kiselica, 2001). SIBs have been defined as "all behav-
iors involving the deliberate infliction of direct physical harm to one's own
body without the intent to die as a consequence of the behavior" (Simeon &
Favazza, 2001, p. 1). Thus, SIB encompasses a wide range of behaviors, from
skin picking, hair pulling, and cutting and burning to bone breaking and self-
surgery (Favazza, 1987; Simeon & Favazza, 2001). Although the most severe
cases of SIB can result in unexpected and unintentional death, SIB is not a
suicide attempt. When an individual self-injures, there is no intent to die (Al-
derman, 1997; Crowe & Bunclark, 2000; Favazza & Conterio, 1989; Herpertz,
1995). Alderman explained this difference by stating that an act of self-injury is
typically done in order to sustain life and to cope with pain or emotions, whereas
suicide is an attempt to endlifc.
Research conducted on SIB has primarily focused on the prevalence rates; how-
ever, the majority of these studies have been conducted with psychiatric popula-
tions (prevalence typically around 40%) and the general population (1.4% to 6.5%;
Kravitz, Rosenthal, Teplitz, Murphy, & Lesser, 1960; R. R. Ross & McKay, 1979;
Simeon & Favazza, 2001). Very few studies have focused on prevalence rates in
college populations. One study (^Gratz, 2001) that did focus on SIB in a college
population found that 35% reported a history of deliberate self-harm, with 15%
reporting more than 10 incidents of self-injury in the past and 9% reporting
more than 100 incidents of self-injury. Researchers are unsure of the reason for
the higher rates of SIBs at the university level than in the general population. It is
unclear if the higher rates are actual increases in the number of individuals self-
harming at the college age, clients becoming more comfortable with disclosing, or
clinicians more skilled at identifying SIBs. Regardless of the reason, the known
rates of SIBs are increasing.
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Although SIBs have been found to be increasing and are becoming more
prevalent in the general and college populations, treatment methods have
received mixed reviews. Various types of treatments and methods have been
suggested for working with clients who self-injure (e.g., Graff & Mallin,
1967; Pipher, 1994; R. R. Ross & McKay, 1979; Yaryura-Tobias, Neziroglu,
& Kaplan, 1995); however, no one treatment has been found to be the most
effective. Zila and Kiselica (2001) reported that limited information on SIBs
in the literature frequently hinders proper treatment and can ultimately lead
to a counselor's frustration, repulsion, or fear of the behavior. However,
regardless of the treatment method, SIB can increase in frequency and sever-
ity when a client begins to work on underlying causes of the behavior (Foxx,
1982, 2003). Thus, it might be helpful for a client to have an alternative to
SIB while working through some of the core, emotionally difficult, concerns.
Very little literature covers alternatives to SIB; however, alternatives for self-
injury can be provided as a substitute to a client who is increasing the use of
SIB due to working on difficult, emotional issues in counseling and who is
unable or unwilling to minimize or distinguish his or her SIB. Alternatives
can be a substitute for SIB because they can provide similar sensations or
visual stimuli as the original SIB, without tissue damage. Providing alterna-
tive behaviors to clients should not be used as a treatment method or cure for
SIB. The purpose of this article is to provide a brief overview of SIB, along
with providing example alternative behaviors to SIB that might be helpful for
college counselors working with clients who self-injure. These alternatives
are a step in counseling that might help minimize or decrease the severity of
the behavior while the client continues to uncover the underlying reasons for
the behavior. Limitations to alternatives are also presented.
Reasons for Self-Injury
With SIBs increasing and the serious consequences that can result (e.g., scarring,
rejection from peers and/or family, and death), some researchers have at-
tempted to identify risk factors or reasons why individuals engage in this
behavior. Some researchers have suggested that SIBs are related to various
childhood traumas (e.g., childhood physical or sexual maltreatment; Crowe,
1997; Levenkron, 1998; Simeon & Favazza, 2001; Tantam & Whittaker,
1992). Although researchers have found the co-occurrence of childhood trauma
and SIBs to be fairly high (up to 80%; Tantam & Whittaker, 1992), this does
not necessarily mean that the abuse is the main, or only, cause of self-harm
(Crowe & Bunclark, 2000); not all abused children choose to self-injure.
Alderman (1997) suggested that individuals who engage in SIBs may be un-
able to regulate or control their emotions and may fmd it difficult to identify,
express, or release the emotions they have. Some researchers have even sug-
gested that SIB is a way of coping with emotions, because self-injuring indi-
viduals may not have learned to modulate, identify, or express their feelings,
nor have they found other ways of coping (Alderman, 1997; Favazza & Simeon,
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1995; Haines & Williams, 1997; Pattison & Kahan, 1983). Other researchers
and clinicians believe individuals self-injure due to being out of touch with
reality, being in a dissociated state, feeling shame, dealing with stressful events,
or keeping memories from reoccurring (Alderman, 1997; Favazza, 1987,1998;
Favazza & Simeon, 1995; Himber, 1994; Levenkron, 1998; S. Ross & Heath,
2002; Strong, 1998). Overall, it appears that self-injury assists individuals in
keeping or gaining control over their lives, whether it is in the form of control-
ling emotions or pain, feeling "real," or expressing oneself.
Although a few researchers have suggested various forms of treatment for
clients who self-injure, a full discussion of these interventions is beyond the
scope of the current article. It can be difficult to work with clients who self-
injure for multiple reasons. One of the main reasons, and predicaments, is
that SIB can become worse before it ever improves (Foxx, 1982, 2003).
SIB typically serves as a coping mechanism that is activated by an increase
in emotional arousal (Favazza, 1987; van der Kolk, Perry, & Herman, 1991;
Winchel & Stanley, 1991), and it assists the client in gaining a feeling of
control or relieving tension (Gardner & Gardner, 1975). In counseling,
where the goal is to uncover the causes of the current problem or interfer-
ence with functioning, a client is bound to be emotionally aroused—which
for a self-injuring client might result in an increase in frequency or severity
of SIB in order to manage the emotional response. Depending on the se-
verity and/or frequency of the existing SIB, allowing the behavior to worsen
may not be an option. However, in order for self-injury to decrease or be
extinguished, the underlying reasons or causes (e.g., childhood trauma,
abuse, inability to regulate emotions) need to be addressed in counseling.
Efforts at getting the client to stop self-injury tend to fail because the client
can experience a sense of being misunderstood (Himber, 1994). In addi-
tion, "behavioral interventions,. . . alone, may involve significant dangers
for the client" (Turp, 1999, p. 310) because clients have indicated that they
resort to potentially more dangerous behaviors if the stimulus and sensation
of self-injury are removed.
Although most college counselors would like their clients to abstain from
SIB, clients and researchers have reported that this might not be an achievable
goal, at least in the beginning (Crowe & Bunclark, 2000; Strong, 1998). At-
tempting to completely extinguish SIB typically does not work, and the most
that can be achieved is to reduce either the frequency or the severity (Crowe &
Bunclark, 2000). Strong quoted one client who said, "Abstinence—just cut-
ting the behavior off—is not the way for me anymore. . . . I have to fill that
space with other ways of dealing with my problems so that I won't have to hurt
myself anymore" (p. 159). Thus, a college counselor can consider providing to
his or her client a viable substitution, or alternatives, to self-injury. While col-
lege counselors engage in various types of treatments and therapeutic methods
in an attempt to uncover the underlying reason for a client's SIB, providing
alternative behaviors prior to and during the treatment might be helpful to
some self-injuring clients.
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Finding Alternatives to Self-Injury
What Are Alternatives?
In clinical practice, we have used alternatives to SIB that have been drawn
from suggestions by individuals who self-injure or by other authors (e.g.. Al-
derman, 1997; GeoCities, n.d.; Mosiac Minds, n.d.; Psyke.org, n.d.) as being
effective in minimizing and decreasing SIBs. Providing alternatives to self-in-
jury can be a step in the counseling process that occurs prior to or during treat-
ment and therapeutic interventions that attempt to uncover or resolve underlying
causes of the client's SIB. Alternatives to self-injury are safer methods that a client
might use to receive a similar type of feeling or sensation without causing tissue
damage. Alternative behaviors should be matched to clients' reactions and emo-
tions, what they need at a specific point in time to cope, or to the emotions or
feelings they typically have prior to self-injuring. A suggested sequence in provid-
ing alternatives involves the following steps: (a) initial assessment (including fre-
quency, duration, severity, medical history, or complications), (b) assessing the
reasons or purpose for self-injury, (c) determining the client's stopping point, (d)
providing appropriate alternatives to self-injury (i.e., matching the alternative to
the purpose or reason and the client's stopping point), and finally (e) continuing
treatment to determine the underlying reasons for self-injury.
Assessment of Clients Who Self-Injure
With the prevalence of SIB increasing in the population, it is appearing in
counseling sessions more often. As White Kress (2003) suggested, the first
responsibility of a counselor is to assess for self-injuring behavior by a client
and then determine the frequency, duration, onset, severity, and impulsivity of
the SIB. This will help in the process of determining the alternatives to self-
injury that a counselor might provide to a client. The information that is ob-
tained can assist the counselor in determining if the client's SIB would be
considered high risk, thus, possibly resulting in accidental death or serious
bodily damage. White, McCormick, and Kelly (2003) discussed ethical consid-
erations when a counselor is determining whether he or she should report the
SIB and suggested that a counselor should respect a client's autonomy, even if
it does not make sense to the counselor. However, White et al. did mention
that when nonmaleftcence (the "do no harm" principle) outweighs the client's
autonomy (e.g., multiple emergency room visits, serious infections), the coun-
selor should report the behavior. Beyond the initial assessment, there are two
crucial pieces of information that a college counselor needs to gather prior to
providing an alternative to the current method of self-injury: (a) the reason or
purpose of the behavior and (b) the client's stopping point.
Reason or Purpose of the Behavior
As stated earlier, researchers have suggested that there can be many reasons that
client's self-injure, including to manage emotions, deal with anxiety, or cope with
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stressful events (Favazza, 1987; Favazza & Simeon, 1995; S. Ross & Heath,
2002). After an initial assessment of the SIB, and once severity has been assessed,
it is important that college counselors determine the function of the SIB. Due to
the wide variety of reasons why an individual begins and continues to self-injure,
counselors should not presuppose why a client engages in this behavior. It is im-
portant for the college counselor to understand the behavior from the client's
perspective by asking questions such as, What do the behaviors mean to the client.'
What reason does the client believe he or she engages in the behavior.' (White
Kress, 2003). The answers to these questions will provide a direction for the
college counselor in determining the type of alternative to offer to his or her
client who self-injures.
For example, a client may burn himself when he feels an overwhelming
sense of anger: a way to control or take his mind off of his anger or to control
himself so he does not lash out and harm others. Another client may choose
to cut on herself in order to bring back a memory of childhood when she was
being beat with a belt by her father: a way to either reconnect with her father
or to punish herself for something she did that she felt was wrong. Thus,
clients can engage in SIB for very different reasons. One of the ways a col-
lege counselor can use alternatives to SIB is to suggest an alternative that
matches the reason a client engages in self-injury.
Stopping Point for Self-Injury
Along with reasons for self-injury, college counselors should also pay attention to
the stopping point of self-injury for a client. The stopping point is the point at
which self-injury has served its purpose for the client (e.g., stopped memories
from reoccurring, held emotions under control, helped the client to feel alive).
Does the client typically realize when the SIB has helped him or her to cope?
Does the client stop once he or she begins to feel pain.' Once the client sees
blood on his or her skin.' Once he or she has reached a particular adrenaline
high.' Although the SIB typically serves some function or purpose for the client,
a client can sometimes inform the counselor of when he or she has reached a
stopping point at which he or she has cut, burned, or skin-picked enough in
order to feel better or to manage psychological pain. The stopping point is an-
other aspect of self-injury that can be used by a counselor to match possible
alternatives for clients. For example, a client may stop self-injury based on a
visual aspect (e.g., seeing blood or a burn mark) or a sensation of pain or numb-
ness that is a result of the self-injury.
Providing Appropriate Alternatives
to Self-Injury
After completing an initial assessment of the SIB and assessing the client's rea-
son for self-injury and stopping point, college counselors can provide appropri-
ate alternatives to SIBs. If a client can identify the function of the SIB and the
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point at which he or she has "coped" with the current stressor or emotion, a
college counselor can introduce alternatives to self-injury. If a client cannot de-
termine his or her stopping point, a college counselor can gain this information
throughout his or her assessment of the client's SIB. Each client has unique
reasons for, and stopping points of, SIB. Thus, college counselors should match
these unique aspects to the alternatives that they offer clients. Table 1 shows
different types of categories for the reason someone might self-injure.
Alternatives for Reasons Individuals Self-Injure
Alternatives for an£ier and a^ggression. One reason an individual might self-injure
may be due to an overwhelming feeling of anger or aggression. Thus , the
individual might cut on himself, bang his head, or slash his skin, stopping self-
injury when he feels that enough anger has been released. If the purpose of
SIB for a client is to release anger or aggression, then a college counselor
might suggest alternatives that would assist the client in managing these emo-
tions. Some of these alternatives might include ripping up paper; throwing ice
cubes, eggs, or other nondamaging but loud, messy items at a wall; or punch-
ing pillows or throwing darts at nonanimate objects, all forms of alternatives
for anger and aggression (see Table 1).
Alternatives for restlessness. Ano the r reason for self-injury is being worr i -
some or feeling restless, as if one ' s mind will not s top. The client typically
will engage in forms of self-injury in order to stop herself from distressing
or to rment ing herself with her own thoughts . Alternatives to restlessness can
be helpful in delaying or minimizing self-injury with this type of client.
These alternatives tend to take up t ime or cause the individual to put his or
her mind temporari ly on another task, until the worrying either ends or
becomes manageable . T h u s , the counselor might suggest physical activity,
household cleaning, or taking a crayon and drawing on paper. In counsel-
ing, the first au thor had a male adolescent client finger paint on a large
poster taped to a wall when he felt like self-injuring due to worrying and
obsessive though t s . This way he could apply as much pressure as he needed
t o , use specific colors , and make as detailed or as large of swipes with the
paint as he wanted .
Alternatives to emotion regulation. Experiencing intense feelings can be un-
bearable, thus a client may have the need to regulate emotions or feel in
control . According to Favazza (1987 ) , when a t tempt ing to regulate emo-
tions, a self-injuring individual will experience an external situation in which
he experiences intense feelings that become intolerable. As an example, an
individual will self-injure by cut t ing himself on his arm quickly five times in
order to terminate or control these feelings. In this example, instead of cut-
t ing his arm, the client might choose the alternative of drawing on his arm or
quickly slashing lines on a piece of paper five t imes. If it is the sensation that
he is seeking, and not the act of five lines, he might choose to brush his skin
with a toothbrush or hold an ice cube on his skin for a certain period of t ime,
both of which will create a sensation but not damage the skin and tissue as




Alternatives for Reasons Individuals Self-Injure
Aggression and anger Tear up newspapers
Create and then take out anger on things made
of Play-Doh®
Rip apart an old cassette tape, smash the
casing
Throw ice cubes at a brick wall
Throw eggs into the shower
Smash fruit with a sledgehammer
Throw darts at a picture
Punch pillows or a punching bag
Restlessness Ride a bike fast and far
Run or walk
Clean or organize closet
Draw with a crayon or chalk on paper or side-
walk
Do karate or other activities, rollerblade
Make a lot of noise
Scream
Emotional regulation (or management) Repetitive counting
Repetitive writing of sentences or words
Storing items in a box and closing the box's
lid to signify control (client can sometimes
add a lock to secure the lid)
Alternatives for Stopping Point of Individuals Who Self-Injure
Visuals Paint the areas where the client usually hurts
himself or herself
Draw red lines on arm with a washable, non-
toxic felt marker
Draw slash lines on a piece of paper
Sensations Take a cold shower
Hold ice cube on specific area of skin
Rub Ben-Gay ointment on skin
Put a rubber band on wrist or other area of
body and snap it
Brush skin with toothbrush
Miscellaneous Alternatives
Focusing Use hands to create something out of Play-
Doh® or clay
Breathe deeply or use relaxation techniques
Focus on what is real and around oneself
Try to think out loud or silently in another
language
Creative Draw or paint what cannot be expressed in
words
Write down what one is feeling, without think-
ing (i.e., free association)
Visualize ripping up one's feelings
Read about self-injury (appropriate books and
online materials)
Do collage work (including tearing up or out
pictures, picking colors)
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would a razor. The second author of this article had a female client who
reported that in order to regulate her emotions and feel more under control,
she would count repetitively or write the same sentence over and over again,
setting a high number, such as 200, before she allowed herself to stop writ-
ing. This repetitive nature tends to assist a client in calming down, focusing
his or her energy on something mundane, and being able to think before
acting impulsively.
A client who uses self-injury as a way to gain control might make state-
ments such as "I cut only five times and then I know I am okay" or "I know
how far to cut, once I cut far enough to draw blood without having to have
stitches, then I feel better." College counselors should keep in mind that
cutting is not the only behavior that a client might use to gain self-control.
A few examples of other behaviors that could be used include burning,
pulling hair, banging one's head, self-tattooing, or skin pricking.
Alternatives for the Stopping Point of Individuals
Who Self-Injure
Alternative visuals or sensations. If something visual or a sensation is the stop-
ping point for a client, a counselor can provide alternative visuals or alternative
sensations. Alternatives from the visual category tend to mimic what the client
might see when he or she engages in self-injury. Thus, if a client states that he
stops cutting himself when he sees blood on his arm, an alternative that the
counselor might ofTer would be to draw red lines on his arm with a marker or
to paint the areas in which he wants to hurt himself. However, if the client
tends to stop injuring herself when she feels a particular sensation, such as
pain, heat, or burning, then the college counselor should offer an alternative to
sensations. One sensation alternative is to rub a toothbrush directly on the
skin. Although this alternative can produce a burning sensation, it does not
permanently damage the skin or tissue.
Miscellaneous alternatives. One of the goals in working with clients who self-
injure is to get them to work on delaying the time between the thought of self-
injuring and the actual behavior. Sometimes this delay might be only a few
seconds, while other times it cian be an entire day or a week. However, some-
times clients need something to occupy their time, at least in the immediate
moments when the self-injuring thoughts can become an obsession. Table 1
provides examples (see focusing alternatives) to help a client delay impulsive
behavior. Some of these alternatives include simply using one's hands to do
something else (e.g., create something out of Play-Doh®), to meditate or do
deep breaking and relaxation techniques, or to concentrate on one's surrounding
or other topics. Sometimes other alternatives, such as creative alternatives, can
be used to delay engagement of self-injury or to release emotions that the
client does not have the words to express. These forms of miscellaneous alter-
natives are also helpful when the reason for the SIB, or the stopping point, is
unclear to the client and the counselor, because they can be adjusted to fit the
needs of the client.
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Conclusion
In sum, alternatives to self-injury are not designed to treat the roots of the SIB.
They are designed to provide a temporary relief from a potentially dangerous
behavior so that a college counselor can continue to work with the client at finding
the true underlying reason for the SIB. It should also be noted that some clients
may not choose to use alternatives, or the alternatives may not work for them.
Once again, college counselors need to view each client as unique, because what
may work for one client may not work for another; therefore, a college counselor
should explore and attempt to understand self-injury from the client's perspective.
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